Although the value of the coronary care unit (CCU) is not universally accepted (Mather et al., I97I) , there is evidence that patients with myocardial infarction are more likely to survive in a CCU than in a general medical ward (Meltzer, I968; vendahl, I97I; MacMillan and Brown, 197i) , and it is now widely accepted that such a unit should be available at every major centre. However, a substantial number of patients die in general medical wards after discharge from the CCU. In Bradford over a number of years this late mortality accounts for half the total hospital mortality of patients with myocardial infarction. In order to reduce the number of late deaths to a minimum, it has been suggested that patients should be transferred from the CCU to an 'intermediate coronary care area' or a 'progressive coronary care unit' which is administratively and operationally linked to the CCU (Gotsman and Schrire, I968; Grace and Yarvote, 197I; Whipple et al., I972) . Several centres have adopted such a policy, but its putative benefits have never been proven and they have seldom been questioned. A controlled trial of intermediate coronary care was therefore undertaken at a district general hospital with a busy CCU.
Plan of trial
The Bradford CCU has already been described (Reynell, I969) . Six beds placed at one end of a male general medical ward were equipped and adapted for coronary care. Patients were nursed by the staff of the general medical ward, but senior nursing staff were specially trained and rapidly became proficient in ECG interpretation and the techniques of cardiopulmonary resuscitation. Patients are normally transferred to a general medical ward after 72 hours though complicated cases may be kept longer in the CCU. In particular, patients with ventricular fibrillation or severe ventricular tachycardia are usually kept on the unit until their rhythm has been stable for a week.
During a period of 5 years (I969-74) one thousand consecutive male patients under 65 who survived to leave the CCU were divided into an intermediate coronary care (ICC) group and a control group. Patients were randomized according to the day of admission. The ICC group (520 cases) remained in the ward which included the CCU until they were discharged from hospital. They were nursed by the same trained staff as serviced the CCU and resuscitation equipment was immediately available in the ward, though the electrocardiogram was no longer continuously monitored. They were nursed in beds with fracture boards in position to facilitate cardiac massage if necessary. In the event of cardiac arrest, the very high frequency emergency call system on the CCU was activated and this immediately summoned the two house physicians on call to the ward.
Patients in the control group (480 cases) were transferred to a general medical ward on the floor above after discharge from the CCU. In the event of cardiac arrest the procedure was more complicated. A telephone call had to be made to the CCU where the emergency call system was activated. The house physicians on call were thus summoned to the CCU where they collected the resuscitation trolley and proceeded to the general medical ward.
Intermediate coronary care I67
The age distribution of patients in the two groups was similar (Table i ). There were rather more patients in the ICC group, but there was no apparent reason for this. Results Mortality There was no difference in total hospital mortality between the two groups ( Table 2) . Two patients died from systemic embolism, but in all the others, death was attributed to a cardiac cause.
Resuscitation from cardiac arrest (Table 3) In one sense all patients die of cardiac arrest and the decision to initiate cardiopulmonary resuscitation may be an arbitrary one taken by the first nurse on the scene. The fact that resuscitation was less often attempted in the ICC group indicates a more discriminating approach by the trained nursing staff. They were less likely to initiate resuscitation when it was obviously hopeless. On the general medical ward resuscitation was attempted in no less than 36 of the 43 patients who died and some of these were so ill that cardiopulmonary resuscitation was little more than a ritual gesture.
On the other hand, resuscitation was initially successful in 45 (Table 4 ). These 59 patients may reasonably be compared to the 25 patients initially resuscitated from cardiac arrest after discharge from the unit because nearly all of the latter were returned to the CCU, but only 9 survived to leave hospital. Their ultimate prognosis may have been compromised by delay in resuscitation, but it is more probable that they were poor risks in the first place and that few of them had primary ventricular fibrillation.
Survival after discharge from hospital The subsequent fate of the 9 patients leaving hospital after resuscitation from cardiac arrest after discharge from the CCU makes dismal reading (Table   5 ). Seven died at intervals of 2 days to 26 months after discharge, one is a cardiac cripple, and the other had still not returned to work 8 months after returning home. This is consistent with the view that cardiac arrest after discharge from the CCU occurred almost exclusively in patients with severe myocardial damage. The fate of these patients is in striking contrast to the prognosis of patients surviving cardiac arrest on the CCU during the same 5-year period ( 
